The term " abdominal tubercle " embraces many widely differing conditions arising from a variety of sources. To limit the field it is necessary to exclude genito-urinary tuberculosis and psoas abscess associated with active spinal caries. Three forms of the disease then remain glandular, intestinal and peritoneal.
The glandular form may affect few or many of the mesenteric and intraperitoneal g,lands. The most common group to be affected is the ileo-coecal. The pathological condition of the gland may be small and fleshy, large and fleshy, caseous, or eitlher partly or wholly calcified. It is very usual to find calcified glands in people who appear healthy. When the intestine is affected the lesion may take the form of an ulcer eating deeply into the bowel wall, generally in a circular direction, or such an ulcer may cicatrize and form a stricture; an important variety is cecal tuberculosis, whicl generally assumiies a hypertrophic form.
The peritoneum may be affected locally by miliary tubercles forming on tlle serous aspect of an ulcer of the bowel, or a very widely spread miliary tuberculosis may be found over almost the whole of the serous membrane. If of long standing tlhe peritoneurn may be very thickened (up to half an inch) by tuberculous infiltration.
In such cases fluid is often poured out. Infiltrating masses are sometimes found, especially in the right iliac fossa.
These various forms maybe combined, and in fact generally are so in the later stages of the disease. Caseous glands, ulcerated bowel, shrunken and infiltrated omentum and mesentery may make up a very serious clinical picture.
The clinical appearance of abdominal tuberculosis varies with the pathological condition. Fairly extensive foci of tubercle may be present without any obvious or definite clinical svmptoms. I once operated on a very healthy lad of about 10 for an inguinal hernia. On opening the sac numerous tubercles were found on theinterior of the sac and within the peritoneum. Tlle lad made an uninterrupted recovery, and a year later his condition continued to give satisfaction.
As a general rule,however, abdominal tubercle is associated with a definite deterioration of general health, and in every case of progressive loss of strengtlh the possibility of its presence must be carefully considered.
The chief manifestations as presented to the surgeon are as follows:-
(1) Colicky pains may be the only symptom complained of, especially with the small, fleshy type of enlarged gland or early ulceration. The pain is short, often severe, andmnay be accompanied by retching or vomiting. There may be fever. A distinguishing feature of the pain is its lack of definite localization. It may be felt in different situations at different times. When chiefly localized in the right iliac fossa it may be impossible to distinguish it from appendicitis, and exploration is then a suitable diagnostic measure. This form is chiefly met with in children.
(2) A tumnour may be formed by large, fleslhy glands, caseous masses, infiltrated rolled-up omentum, or hypertrophiccaecal tuberculosis. The presence of a tumour is frequently accompanied by severe attacks of pain and may simulate intussusception or neoplasm. Subacute intussusception can easily be mistaken for abdominal tubercle unless the history of onset is clear and typical. Hypertrophic cacal tuberculosis is often mistaken either for appendicitis or cancer of the cocum until the abdomen is opened, and sometimes, until sections are prepared, the diagnosis from growth may be in doubt. Caseous glands which form a tumour are usually accompanied by other signs indicative of tubercle.
(3) It m-ay happen that the presence of tubercie may only be suspected when an Section of Surgery 51 X-ray is taken and reveals definite evidence of calcified glands. If in the line of the ureter such glands may be distinguished by their irregular outline or unequal density; an opaque catheter passed up the ureter will clear up the diagnosis.
(4) Adhesion to a calcified gland is a common cause of acute intestinal obstrutction. The symptoms of this are well known, but it is worth noting that since such patients have overcome the tuberculous infection there is little evidence externally to point to the actual cause of obstruction. The relief of obstruction in these cases is often extremely difficult, since the adherent coil may be deep down at the back of the abdomen.
Intestinal obstruction may also be caused by tuberculous stricture, or by a tuberculous mass in the caecum obstructing the ileo-caecal valve. Exploration is usually necessary to determine the exact nature of the lesion in these cases.
(5) Intestinal ulceration leads to (diarrhwa, for which the surgeon is seldomll consulted, but whlen the ulcer perforates either locally or into the general peritoneal cavity, a feecal fistula or peritonitis may necessitate a surgical opinion. A faecal fistula is usually formed in the region of the umbilicus.
(6) Peritontitis due to perforation into the general peritoneal cavity is usually a fatal complication, for it attacks suddenly a patient who is already greatly debilitated by the primary intestinal lesion. It may result from an acute miliary invasion of the l)eritoneum without any ulceration of the intestine. This form is of more favourable prognosis. In children it may give rise to the usual symptoms of acute peritonitis with abdominal pain, rigidity, tenderness and hyperaesthesia. The lesions are usually more in evidence in the right iliac fossa and appendicular abscess may readily be diagnosed by mnistake.
(7) Ascites results from subacute iniliary infiltration of the l)eritoneum. In children the condition can usually be readily diagnosed by considering the history, general aspect and local condition, but I have known a large hydronephrosis extending from the diaphragm to the pelvic floor in a child aged 6 to be mistaken for tuberculous ascites.
In the case of adults there is often a difficulty of diagnosis between cancerous and tuberculous peritonitis. It is interesting to note that whenever I have been in doubt between the two diagnoses, the issue has proved the condition to be cancer in every case.
TREATMENT.
The indications for surgical interference in abdominal tuberculosis can be briefly enumerated:-(1) To let out ascitic fluid (which, as a rule, is deficient in protective substances).
(2) To remedy intestinal obstruction (either acute or chronic).
(3) To suture l)erforations and drain septic peritonitis. (4) Occasionally to remove large fleshy or calcified glands which are causing symptoms and which can be enucleated without injury to the vessels of the mesenterv.
(5) To drain abscesses consequent on the breaking down of caseous glands.
Dr. M. A. CASSIDY.
I agree with Mr. Carson that tuberculous enteritis seems to be of less common occurrence in recent years. I attribute this partly to the general satisfactory decline in the incidence of all forms of tuberculosis, and partly to the increasing tendency towards the segregation of tuberculous patients in special departments and hospitals, so that much valuable clinical material is lost to the general physician as well as to the medical student, who, unfortunately, is unable to spend much time in the numerous special departments which now surround him. It would seem that in tuberculous peritonitis there is no great diminution of incidence, but that there has been a change in the age and sex incidence since the publication of Osler's statistics.' I find that during the ten years
